Chronic orbital inflammatory disease (COID) is usually considered to be non-infectious and idiopathic.' It occurs in isolation or in association with various systemic diseases.' Exophthalmos may be an important presenting sign.' Vasculitis, lymphoid infiltrates, and granuloma formation are common pathological features.' Mollicute-like organisms (MLO) parasitising and destroying vitreous leucocytes are often found to cause chronic uveitis in patients when an appropriate search is made. 2' Inoculation of these MLO into mouse eyelids produced chronic uveitis7 and exophthalmic orbital inflammatory disease.8 MLO separate attempts at surgical correction were initially successful, but there was gradual return of the ptosis. During a third corrective procedure abnormal orbital tissue was noted and excised.
Patient 2 was a 61-year-old female with a six-year history of progressive exophthalmos limited to the right orbit. Computed axial tomograms performed at the onset of the disease showed right orbital patchy non-confluent radiodensities and normal extraocular muscles. The left orbit was normal. Biopsy then showed chronic non-specific inflammation. Treatment at that time consisted of combination radiation and chemotherapy. This arrested the disease, but five years later progressive exophthalmos recurred. A repeated computed axial tomography displayed progression of the right orbital disease. The contralateral orbit was again normal. A biopsy of the diseased tissue was taken, and that material was studied in this report.
Patient 3 was a 65-year-old female with a fivemonth history of progressive exophthalmos of the right orbit. Computed axial tomograms showed patchy right orbital non-confluent radiodensities and normal extraocular muscles. The contralateral orbit was normal. An orbital biopsy was performed.
A portion of each patient's specimen was fixed in 10% formalin, processed for routine paraffinembedded histological sections, and stained with haematoxylin-eosin. Another portion of each patient's specimen was finely minced, fixed in 150 mM cacodylate buffered 2% glutaraldehyde, post-Chronic orbital inflammatory disease: parasitisation oforbital leucocytes by mollicute-like organisms fixed in osmium tetroxide, and embedded in Araldite (R). All these materials were available for investigational purposes through an Institutional Review Board exempt protocol. The sections stained with haematoxylin-eosin were studied for COID diagnostic concurrence under a light microscope. Thick sections embedded in Araldite (R) and stained with toluidine blue were also studied for leucocyte-rich foci under a light microscope. Multiple ultrathin sections were prepared from such foci and stained with uranyl acetate-lead citrate. All available leucocytes in these sections were studied for leucocyte alterations and MLO parasitisation by a transmission electron microscope.
Results

HISTOLOGICAL STUDIES
The numbers of leucocytes varied on each patient's specimen (Figs. 1-3 ). Lymphocytes were the predominant leucocyte in each specimen, but a few scattered monocytes and polymorphonuclear leucocytes were also present. Vasculitis was detected in each specimen, but it was most evident in the specimen from patient I (Fig. 1) . Each specimen also showed scattered minute lytic foci in the extravascular adipose tissue. The specimen from patient 2 showed an intense diffuse lymphoid infiltrate (Fig.  2) . The specimen from patient 3 showed several nonnecrotic, non-confluent, epithelioid granulomas interspersed between focally intense lymphoid infiltrates (Fig. 3) . Ziehl-Nielsen, Gomori's metha- namine silver, and periodic acid Schiff stains on this specimen were negative for acid fast bacilli and fungi. (Figs. 4,5) . Some of these bodies exhibited deposition of intramembranous electron dense material to form 0-5-0-7 [m cocci (Fig. 5 ). All these cocci had thick cell walls, a distinct periplasm, and complex internal tubulofilamentous substructures. Nuclei of leucocytes harbouring the abnormal bodies often had ragged, irregular contours, chromatin clumping with lysis, and prominent perinuclear electron lucency (Figs. 4,5) . In the polymorphonuclear leucocytes these bodies were usually associated with cytoskeletal lysis and a paucity of normal granules (Fig. 5 ).
Discussion
This study shows the diagnostic value of examining leucocyte COID lesions by transmission electron microscopy. Clinically and pathologically each patient's disease was considered to be non-infectious and idiopathic.' However, the leucocytes in each specimen contained intracytoplasmic bacterialike bodies. Most of these lacked a cell wall. Some 
